MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH : ;
DEPARTMENT OF PUBLIC HEALTH AND WELFA
DO NOT WRITE Registration District No. ______stl__pnmm Registration District No. -_ig_é_[_hgumr s No. ___.[.é_/.__E 63 ﬂm%

ON THIS STUB AMENDED FH-E-SFP— 91963

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

a. COUNTY Gﬁu Mc\lq a. STATE M b COUNTY (= 5 o Jq admiwslen)

b. CI'I;Y (1f cuniide corporate limits, givd TOWNSHIP only) Length of stay in 1b c. CITY Inside Limite

o —TRENFon &S qeans S TREN+ON Yer BT [

e FULL NAME OF {if NOT in hospital, give location} Inside Limin d. STREET [l cutside, give location) Reside on Farm
HOSPITA| ADDRESS

INETTUTION. 5/2 é y) th Yer No [ 925 I\/uu\ ’zﬁ Yes [J No @

3. NAME OF DECEASED Firg Middle Last 4. DATE Month Day Yoar
i OF

{Type or print) Mom £‘H1e,l POMC:‘ DEATH Sept | I9E6R

5. SEX &. COLOR OR RACE 7. Married (] Never Married ] |8. DATE CF BIRTH 9. AGE {lasr birthday) [IF UNDER 1 YEAR | iF UNDER 24 HR
Widowed B bivorced O [ 5 [25 79 gs Manths | Doys | Hours | Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | $2. CITIZEN OF WHAT COUNTRY

uring most of working life, evan if ratired) .
__M.h.:{_gggj_"_bccﬂ Glocevy . Davicss Co. Mo Wws 4a-
13a. FATHER'S NAME \ 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

charles Paywe Gathesine Groyes JAmes M. Poad (dec)

15.” WAS DECEASED EVER IN U.S. ARMED YORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Addreus

{Yes, no, or u?;nuwn) (If yen, gl-v_e_wnr or dates of service} r] - HAROI d P o N’ a —.rw.fl""‘oﬂ , M o

18. CAUSE OF DEATH (Enter anly one cauze pe IMTERVAL BETWEEN
PART I. DEAYH WAS CAUSED B - )INS AND DEATH

VS 300
Rev. 4/59

DATE AMENDED

-
r4
w
=
=
o
Q
[a]

Conditions, if any, DUE TO {b)
which gave rlse to
above cause (s),
stating ths under-
lying causs leat. DUE TO ()

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsied ro the terminal PART 1l If deceased was fomale was
disessa condition given in PART | (a) there a pregnency in lat? 90 days.

_||:|Yel] I:]Noll:]Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.)
PERFORMED? [m] ] a
YESO] NO[J

20c. TIME OF Hour . Month, Day, Year
INJURY a.m. . )
p.m. . -

20d. INJURY OCCURRED e, PLACE OF INJURY {e.g., in or about heme, | 206. CITY, TOWN, OR LOCATION
WHILE AT WORK [} farm, factory, street, office bidg., etc.}
. NOT WHILE AT WORK []

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

and to the bml my knowledge, from the causes atated:

275, ADDREW LW : '22} DATE SIiG{NE%

-.23a. BURIAL, CREMA b, . EMBYERY OR CREMATORY 234, LOCATION (City, town, or county) {State)

REMOVAI. [Specity}
Groue Cematey (Reatdowm , Meo.
24. FUNERAL DIRECTOR 25. DATE RECD. LOCAL REG. |26, ISTRAR'S SIGNATURE

__G.mAag__B_fﬂ_ckm_(cj&ligi Mo Ci‘:} 3 s ne eFr)

on Revense Side)

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of ‘lhis'cer'fificate was embalmed by me,

or by Student Embal!mer No.

working under my personal supervision.

Sludent
ﬂ’

Signature of Student.Embalmer '

Licensed Embalmer No. ‘7/40 2

. ———r—— . h
P.O. Address_ [ Realt ON , M issouts

Note: The above MUST BE_ SIGNED’ BY. THE, LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply
with the above constitufes grounds for revocation of license).

tf embalmed" by a STUDENT, he also shall sign in his OWN handwrmng

If this body is-not embalmed fagt should be’ s0 stated ‘above..

. ‘\T
[
o

»




